Man, O. T., 36 years old. Sexologically examined for the first time at 33 years in the court proceedings with the verdict of protective outpatient sex therapy treatment. Without deviations in family medical history, parents with university degrees, healthy, two-yearsyounger brother. He was treated six times in a psychiatric hospital for alcohol addiction and pathological gambling syndrome, first treatment occurred at the age of 28. In the enforcement proceedings with a debt of CZK 500,000, which he increased during relapses. Completed his secondary education at high school with a school-leaving examination, higher education at Faculty of Mathematics and Physics at University of Technology unfinished, accepted to university five times in total.
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which is an excessive sexual instinct (Nes por, 2007) . In exhibitionism, a mechanism of learning on predisposed terrain is presupposed.
Cultural and educational influences also have a certain effect (Brtní kova et al., 1989) .
For example, psychoanalysis summarizes exhibitionism as a sexual perversion that serves as a statement of internal anxiety, usually associated with early childhood traumas, which functions as a defense against castration anxiety and as a means of enhancing masculine potency. It also protects the patient from homosexuality and sexual intercourse with women, which could be perceived as dangerous and castrational (Kennedy, 2001) .
If the perpetrator of the exposure is caught, according to Czech legislation he can be accused and prosecuted for the offence of disorderly conduct under Paragraph 202 of the Criminal Code with imprisonment of up to two years. In case of exhibitionism, however, the criminal charges are generally low (Janula, 2000) . Latent criminality is in this delinquency high: according to Cox and Maletzky (1980) , only 17% of exhibitions are reported.
A true exhibitionist is paradoxically, in most of the cases, timid and shy man, often socially well adapted and in a well-adapted relationship. He usually does not establish any contact with his objects; he does not communicate with them and keeps a certain distance from them. At best, he draws attention to himself by whistling, coughing, etc. To become sexually excited, a glance from a passing woman or a girl -the notion that he, or rather his penis, was seen -is stimulating enough. The exhibitionist does not realize (or admit) that his object is not erotically tuned, that the woman or girl does not care for the look at his erect member, and that by exhibiting he intrudes into the victim's territory and violates her intimate sphere. Sometimes he exhibits his genitals in the state of extreme narrowing of consciousness: his attention is narrowed only to the act of exhibition. Sometimes he also expects some form of "counterexhibition" from his object. He often lives in the illusion that women like his behavior and even that his behavior sexually excites them. The exhibition contains some kind of unconscious wish after a positive reaction of the object. The exhibitionist wants the girl or woman to look at him curiously and with fascination. If this expected reaction is absent or altogether disapproving (women when seeing an exhibitionist often react with screaming, horror, indignation, fear of possible aggression, or even with compassion and contempt), the feeling of psychic tension usually disappears and only the feeling of shame remains (Weiss, 2002) .
Kola r sky and Madlafousek (1980) , who consider exhibitionism to be a disorder of the initial stages of the sexual motivation system, emphasize the fact that exhibitionists avoid their own sexual partners while choosing an object of their exhibition, and at the same time, they avoid friendly erotic communication of the victim. The exhibitionist, therefore, avoids the erotic stimuli during the introductory phases, although elsewhere he is sexually excited by them. The anti-erotic emotions of a woman (fear, anger, disgust, etc.) , who sometimes provokes the exhibition, do not excite him at all (Weiss, 2002) .
If the woman indicates her interest in closer contact (verbally or by approaching the exhibitionist), the real exhibitionist actually, in most of the cases, ends the exhibition and leaves the place. If he does not receive the preferred reaction from the subject, the exhibitionist tends to repeat the exhibition in front of other women until he reaches his satisfaction. Before the exhibition he usually experiences a state of excited expectation, restlessness, compulsion, excitement, and then, after the exhibition, a temporary relief, which is often followed by feelings of shame and guilt, sobriety and awareness of the absurdity of his behavior (Weiss, 2002) .
The exhibition sometimes happens without an erection -just in a form of presentation of a flaccid penis -but it is usually connected with erection and possibly even with masturbation. The orgasm occurs during this activity or, subsequently, with the image of the exhibition he just experienced. The exhibitionists usually choose lonely places (parks, walkways, etc.) for the exhibition. Sometimes, despite the real danger of being caught, they expose themselves, for example, in front of their apartment window or in the car. Apart from the possible exciting effect that the possibility of being revealed and captured poses for some of them, the compulsivity of exhibitionistic needs and the inability of a volitional coping can play a significant role in these cases. Most exhibitions take place in daylight (MacDonald, 1973) , most often between 8-9 am and 3-5 pm, mostly from Friday to Sunday evening (the most number of sexual offenses are committed during this period in general).
Most exhibitionists are represented by young men aged 30-40 (Zve r ina et al, 1985) . According to Zve r ina (1990), for offenses associated with high sexual activity, the principle that the perpetrator's danger decreases significantly after the 35 th year of his life applies here. Among the exhibitionists there are the most intellectually gifted individuals (Weiss, Brichcí n, 1991) . Despite the large number of researches that focus on identifying personality characteristics of exhibitionists, there is no evidence that would suggest the possibility of creating a specific psychological profile for these individuals. Even though they are characterized as introvert, shy, timid, internally insecure, socio-sexually retarded men (Zve r ina, inhibitions, conformity and passivity (Forgac, Michaels, 1982) , depression, alienation, insufficient strength of the ego and schizoid tendencies (Smukler, Schiebel, 1975) . According to the findings of Hrnc í r ova et al. (1992) , a problematic identification with father, characteristic introvertness, anxiety, neurotic personality traits and high discrepancy between the real and ideal self as a manifestation of insufficient self-acceptance can be found in this group of delinquents.
In further research of Hrnc í r ova , Weiss and Brichcí n (1992) on a group of 33 exhibitionists, up to half of them came from a disturbed family environment. The initial families of the patients appeared to be defective, particularly in terms of disruption of relationship between the parents, and the effectiveness or absence of father figure in upbringing. The occurrence of alcohol abuse was found in up to one third of the patients. Up to one fifth of the patients showed neurotic symptoms in childhood. In the personality structure, shyness, diffidence, vulnerability, hypersensitivity, tendency to worries and depressions, high levels of anxiety, feelings of guilt and isolation, and introvertness come to the fore.
The exhibitionists have a tendency to demean and underestimate their behavior, conceal the number of exhibitions, and find excuses (urinating in the park). They usually suspect or realize the presence of more serious disorders, and the probability of relapse is also high. Therefore, it is essential to set the intensive control regime with the necessity of demanding compliance with the agreed terms (dates, personal visit, consultation of the client's surroundings, client cooperation) and with the knowledge that most exhibitionists are actually ashamed of their behavior and consider it undignifying. An important risk factor is the client's potential feeling that "it will work out next time" and that "when they did not catch me, nothing happened" (Pras ko et al., 2011) .
Data about the connection between exhibitionist activities and alcohol are not unified -numbers range from 16% (Tabarka, Mikulí k, 1980 ) to 51% of cases . Basically, alcohol and other drugs can be considered as criminogenic factors disinhibiting the deviant predispositions that are present and weakening rational and free behavioral control. At the same time, alcohol consumption before committing a misdemeanor crime can also serve the offender as a rationalization of his deviant behavior. It is Kr iva k (1991) who mentions that exhibitionists often use the imperious urge to urinate as their camouflage or alibi, most often during an inebriety in which, according to the patients, they are literally deus ex machine disturbed by a passing woman. These men have the urge to so-called urination repeatedly on the places where women are present. However, the surprised women when presented with an exhibitionist "in action"
and with a drunk, urinating man recognize the etogram of these two different behaviors accurately, quickly and almost infallibly.
Apart from alcohol and other drugs, other risk factors in terms of possible relapse appear to be stressful situations. The lapses of exhibitionists are also very frequent when they are, for example, under the influence of tiredness and sleeplessness after returning from night shifts, in the forced sexual abstinence or in situations such as work or family conflicts, deaths, etc. (Weiss, 2002) .
According to Maletzky (1997) , based on the exhibitionists' testimonies, we can talk about the basic points:
Exhibitionists in comparison to other offenders are most likely to underestimate the frequency of their delinquent activities.
Compared to other sex offenders, they are less likely to treat their behavior as threatening or harmful to the subject.
Compared to other offenders, they are more likely to deny the coexistence of other deviations.
Compared to other offenders, they are more likely to have higher incidence of sexual offences of other than exhibitionistic character.
However, not everyone who exposes his genitals is a true exhibitionist. If a man shortens the distance between him and the women, establishes with them mostly vulgar communication, wants to raise fright and fear in them, or seeks physical contact directly, he is likely to be an exhibitionist, sexual aggressor or sadist. In these cases, there is always a risk of escalating the aggression when repeating the offenses (Weiss, 2002) .
The connection between exhibitionistic and other deviant activities is proven, for example, by the data from Freund (1990) , who in the anamnesis of his group of 241 exhibitionists found voyeuristic actions in 32%, toucheristic or frotteuristic acts in 30%, and sexually aggressive actions in 15%. From the psychopathological point of view, exhibitionism is most often associated with personality disorders (see the initial case report) (Weiss, 2002) .
Therapy of Exhibitionism
Exhibitionist is considered to be an ideal client of individual, couple's and even group psychotherapy. But the psychotherapy is a long-term work, linked to occasional failure (compulsive component is very imperative and poorly manageable for the client) (Pras ko et al., 2011) .
In pharmacological treatment, suppression of androgens and use of antidepressants are considered to be effective. Androgen suppression should be indicated based on knowledge of levels of testosterone and free testosterone in the serum. Very common is also application of SSRI-antidepressants that should get the emotional side of a client under control, especially his dealing with the fact that his "satisfactory sexuality is deviant" (Pras ko et al., 2011 ). Wolfe (1989 reports a 15% relapse rate in exhibitionists. According to Maletzky (1997) , relapse after treatment with anti-androgens is low, but soon after drug discontinuation it increases significantly. 7 Therefore, it is advisable to combine pharmacotherapy with cognitive behavioral psychotherapeutic procedures.
Most exhibitionists get to the sexology clinic as a result of the court-ordered outpatient sex therapy treatment. Clients themselves tend to underestimate the seriousness of their behavior ("it's no big deal", "no one was harmed", "if she didn't want to see it, then she shouldn't have looked"), they deliberately mislead the frequency of exhibitions ("the cops are totally crazy, I would never show my penis…", "…once or twice at most"), and they do not understand the criminogenic component of their behavior ("So what? Every one of them has already seen a great deal of weeners in her life anyway!") (Pras ko et al., 2011) . Since the treatment is often ordered by the court, patients' attitude to it is also very indifferent. Doing something that a person has not voluntarily decided for is often a stumbling block in the initial phase of the treatment process. Frequently, the therapist encounters unmotivated, negative, passive-(and sometimes even active-) aggressive patients who reject treatment. In the protective treatment, we encounter a high level of involuntariness in combination with low motivation (Bos iakova , 2013).
Usually, the individual and group cognitive behavioral psychotherapy is combined. When combined with hormonal therapy, it has better results as far as relapses are concerned. Therapy has these goals:
To control paraphilic fantasies and behavior with the aim to reduce risk of relapse.
To control the sexual drive and reduce patient's distress (Zve r ina, 2012).
In other words: "The long-term goal of the treatment is therefore a non-delinquent behavior of the client in the future, his satisfactory sexuality and maintaining a relationship" (Pras ko et al., 2011, p. 459) .
Individual Therapy
The goal of individual therapy is to explain the nature of his sexual disorder to the client:
To explain the reason why this disorder is regarded as a behavior in violation of the law To educate the client the principles of substitute behavior and seek an acceptable solution for his sexuality.
To build a relationship of trust in which the client opens completely and allows the therapist to look for the reason why is exhibition so crucial and motivating for the client.
To explain the view of the family, and social deprivations in case the objects that were exposed to the exhibitions are revealed (Pras ko et al., 2011 ).
Couple's Therapy
The goal of couple's therapy is to find a dysfunction in the pair sexuality. An integral part of cognitive behavioral therapeutic work is to teach a patient to take responsibility for the relations he creates and for the way he experiences his life. It is important to find ways to eliminate or minimize this dysfunction. It is also necessary to explain to the patient's partner the problems of exposition and her possibilities in the deviant's life; subsequently, the partner can fill a role of "external controller" (the field for exhibition will be narrowed, her control over taking the medication etc.) (Pras ko et al., 2011) . Weiss and Zimanova (1995) draw attention to the benefits of marriage and couple's therapy. It can give the women a chance for deeper understanding the problematic sexuality of their partners and to find more effective ways of preventing relapses. Although it is necessary to mention that the first reaction to inviting one's partner to the session is often rejection.
Group Therapy
The goal of group therapy is to enable the client to gain an insight and experience from other clients living with the same disorder and just like him seeking the way to non-delinquent sexuality. Getting the opinions and advice of the clients with the same disorder have different degree of seriousness than the therapists' procedures because the therapists "never exhibited and have nothing lose". It allows the therapist to minimize mistakes and modify the treatment procedures in confrontation with multiple views that can be a guarantee of objectivity (confrontation of theoretical knowledge with those who are actually experiencing the disease at various stages of development) (Pras ko et al., 2011) . The group has usually 6 -12 members. The ideal number is 8. The length of one session is approximately 1,5-2 hours (Pras ko, 2007) .
Cognitive Behavioral Therapy of Exhibitionism
Many patients are willing to trust only the therapist about whom they are convinced that he is fair, honest, sincere, selfless, and he perceives helping people as a mission. Without this idealization they would probably not have begun to function with him therapeutically.
If the psychotherapist fails in one of these characteristics, the psychotherapeutic relationship is impaired (Vyskoc ilova , 2015) .
The goals of individual and group cognitive behavioral psychotherapy are basically identical with those mentioned in the previous chapter -gaining insight, increasing personal responsibility and competence of the patient, and changing his sexually nonconforming behavior. Zimanova et al. (1986) states that the groups should be led by a male and female therapist. Harrisova (1996) described the specifics of the female role in the context of CBT. According to her observation, Cognitive Remediation Journal ISSN 1805-7225 8 the group dynamics towards a male therapist is -from the patients' side -based on conflict and competition while towards a female therapist it lies more in control and politeness. Zimanova et al. (1986) further suggests that a male therapist should try to take rational and unambiguous attitudes while the female therapist should provide emotional support and take rather protective attitude. The indisputable advantage of group therapy is the fact that it facilitates familiarization of people with similar fates and in similar life situation.
The group cancels the current isolation of paraphilic individuals and allows them to experience a feeling of belonging. It allows learning by imitation and understanding of one's issues. The group is able (more effectively that the therapist) to break the defensive mechanisms of the patient while providing a sense of emotional support and acceptance. And it also helps to reveal his dysfunctional rationalization (Weiss, 2002 ).
An essential condition for successful therapy is basic adaptation of the patients' behavior in the broadest sense. Within this process, frequent complication of the institutional protective treatment is their social maladaptation after serving a sentence including dysfunctional behavioral standards transmitted from the prison subculture. The most common secondary diagnosis is a personality disorder with features of non-restraint and dissocial behavior. The situation is often complicated by alcohol or drug abuse. For basic adaptation of behavior, the community system of departments based on a consistent regimen effect on a patient with a fixed daily order and clear behavioral system of rewards and punishments appears to be the most effective (Weiss, 2002) .
Obtaining adequate information on normal and deviant sexuality allows patients to better understand their own symptoms of abnormal psychosexual development; it gives them the opportunity to classify their own paraphilic behavior within a wider theoretical framework; it also makes it easier for them to verbalize problems in this area.
According to Trojan et al. (1990) , this is actually a correction of the cognitive framework.
During their life, patients usually create whole system of defense regarding their deviant sexual behavior. They tend to blame others as well as themselves for their problems and they usually do not take responsibility for their behavior. Overcoming these defense mechanisms, therefore creating a critical view of their own paraphilic motivations and deviant behavior, appears to be a prerequisite for successful psychotherapy. Typical examples of defensive reactions of compromise character in exhibitionists are rationalization and intellectualization. These can be very primitive, for example, presentation of exhibition as urination, but also very sophisticated such as exhibition as an artistic performance (Weiss, 2002) .
Apart from the defensive mechanisms, the psychotherapeutic process is usually hindered by the deviants' lack of motivation for treatment. Their attitudes to treatment are ambivalent because the treatment actually deprives them of the preferred way of sexual satisfaction. The patients should develop a more symmetrical and pro -social attitude towards their surroundings during the treatment (Weiss, 2002) .
It is necessary to find alternative ways of socially acceptable sexual satisfaction as an essential factor in successful adaptation.
According to Zimanova and Huba lka (1983) , the adaptation goals are as follows:
Adaptation to heterosexual coital activities with an adult woman.
Adaptation to heterosexual non-coital activities with an adult woman.
Adaptation to autoerotic masturbation activities. his own deviant behavior. Then, on a conscious level he should build up a certain correction principles with whom he then automatically associates his thoughts in risk situations (instead of "she smiled, so she liked it," the first thought that comes up should be "many women are in these situations confused and they do not know how to react; however, this does not exclude the possibility that she is feeling unpleasantly" (Weiss, 2002 It is based on the premise of successions and cycles in which the sexual offense is the culmination and result of chain of seemingly insignificant events. The patient's first task is to compile a record of his failures, including the events that led to them, and a list of possible insurances that could serve as brakes for further follow-up attacks. At the same time, he is asked to identify the situations that specifically represent a risk of relapse. The next step is to create control mechanisms (exhibitionist who repeatedly exhibited his genitals when walking a dog asks his partner or family member for accompaniment).
Patient should then practice these alternative strategies in real life; he should also update and internalize them sufficiently. External control from family members or colleagues from work can also play a major role. Mental control method (stress or anger management strategy) to be able to replace deviant fantasies with normal sexual or non-sexual images in risky situations is also a good strategy (Johnston, 1997).
Empathy Training
Many of the sexual deviants are not able to empathize with the feelings of the victims, nor are they able to estimate the possible consequences of the crime for their life and future. Empathy training can be divided into 5 phases (Maletzky, 1997 In the first step, the therapist should provide the possibility to confront the victim's feelings, for example, by reading testimonies.
Within the second phase, these activities should lead to an accurate discrimination of those aspects of the patient's behavior that represent their own deviant offence. In the third phase, the patient should be informed about the consequences of the experienced events on the mental and physical health of the victim; he should then conclude that the described traumas are direct consequences of his deviant behavior. Then, reversal of roles in the form of, for example, psychodrama where he can be questioned about the victim's feeling during and after the crime, follows. All these activities should in the last phase lead to the patient's ability to empathize with the victim and to realization that his behavior is harming other people. The ability to empathize with the victim is the basis for a real change in the patient's behavior and the prevention of relapse (Weiss, 2002) .
Intimacy Training
Sexual offenders are believed to also have deficits in the area of intimacy. The results of these deficits are the feeling of loneliness, the limitation of social contacts and the absence of relationships. They have dysfunctional ways (such as anxious, ambivalent or rejective) of establishing emotional ties. This dysfunction can be caused, for example, by their fear of rejection. Therefore, the training of social skills is important. Verhagen (1999) 
Self-confidence Training
Strengthening of self-confidence influences the strength and duration of the therapeutic effect more than just mere focusing on the problematic behavior. Negative self-conception may be an obstacle to effective treatment, and low self-esteem also conditions nonemphatic attitudes towards victims, socially inappropriate behavioral patterns, and lack of skills necessary for intimate relationships.
According to Marshall (1996) , negative self-conception can also correlate with sexual anxiety, aggression, non-assertiveness, and even with deviant sexual preferences. In the exhibitionism treatment, to the patient to continue his deviant behavior for which he was convicted until he realizes the senselessness of his actions (Weiss, 2002) .
Conclusion -Practical Demonstration
Patient O. T. was assigned to a psychotherapeutic group of exhibitionists and stalkers; concurrently, individual psychotherapy took place. He voluntarily participated in an optional ergotherapeutic group that took place twice a week. In the first months of the treatment, he carefully, even in perfectionist way, elaborated his personal CV and vita sexualis, he was educated in sexually paraphilic issues, and thereby he gained awareness of his socially intolerable behavior. As a part of individual therapy, he worked on the identification of risk factors and relapse triggers. Although he initially designated alcohol and winning on gambling machines as the main triggers, during therapy he found out that the main causes of sexually deviant behavior were fatigue and stress resulting from dissatisfaction with his socio-economic situation. Dysfunctional thinking schemes and cognitive mistakes were identified ("I haven't achieved anything in my life", "I am completely useless") and cognitive restructuring was initiated. The patient continuously practiced autogenic training, calming abdominal breathing, imagination of "Safe and secure place", and began to attend hiporehabilitation. As a part of the empathy training, he wrote a "Letter to the Victim" and "Victim's Letter to the Offender" for the group psychotherapy sessions, which the group accepted very positively.
After 3 months of hospitalization, the doctor advises to use antiandrogens; the patient is defiant, he disagrees with this type of pharmacotherapy, he perceives it as a punishment, an assault on his masculinity and sexual performance, "you want to take away from me the last pleasure that is left in my life", he is sarcastic, starts using vulgarisms when in contact with staff and patients. At both group and individual sessions, he repeats without explanation the phrase that he "wants less treatment and more punishment", which he explains on the third group session after anti-androgens deployment. He would rather go to prison and complete his sentence there then being hospitalized in a psychiatric hospital, although he is not able to rationally explain the reasons for these statements. Patient in strong resistance, we use paradoxical interventions during which, together with the patients who had already been arrested and completed their sentence in prison, we illustrate the absurdity of the patient's attitude.
Patient is strongly distraught; he is sweating, gets red in his face, and then he exclaims disgruntledly that "prison would finally make a man out of me" and leaves the session in tears.
In the following days, we reflect what happened on the group session and patient's behavior in recent weeks. The patient is cooperating, he agrees with anti-androgens deployment, recognizes the inappropriateness and absurdity of his behavior, spontaneously starts to look for alternatives for partners' sexual life under hormonal attenuation; he wants to further participate in treatment. We also work on self-confidence training, patient starts jogging and goes to gym every day, he tries to improve his appearance, gain muscle mass; he is supported in recognition of his positive qualities in the form of personal affirmations (e.g. "I am nice and good person"); his unofficial girlfriend is also involved: she wrote down a list of character traits she appreciates in him and that attract her to him, and which the patient always wears with himself. In his hospital ward, he is a valid member of patient co-management; he provides quality feedback to the others in the group sessions, and prefers a community-based approach; he goes to several-day vacation, returns in good shape, and does not relapse with alcohol, gambling or exhibitions.
As a part of relapse prevention we work on the systematization and consolidation of social ties; after 6 months of treatment the patient decides to end his concurrent partner relationships. After 7 years he breaks up with his official partner. He considers this former relationship he as dysfunctional, moves his personal belongings from the common household to his parents' and he makes his other girlfriend an official partner with whom he plans the future together.
From his disability pension he is repaying debts and executions, looks for a permanent job with fixed working hours, and renews relationships with his parents and brother. He found and internalized alternative adaptation methods of sexual satisfaction (so-called "adaptive goals") in the form of coital and non-coital activities with his partner, masturbation, or erotic "tantra" massage salons visits.
After 8 months the therapy is discontinued and the patient undergoes the planned protective institutional alcohol treatment; he feels good, cooperates, has a well-formed view of his own paraphilic sexuality and wants to continue working on himself. 
